The current zeitgeist in mental illness service delivery is recovery, a term that means different things to different service providers. It is both a philosophy of care and a methodology for providing the care (Singh & Van Tosh, 2005) . Recovery from a serious mental illness "involves the person's assumption of increasing control over his or her psychiatric condition while reclaiming responsibility for his or her own life, a life that previously had been either subsumed by the disorder or taken over by others" (Davidson, O'Connell, Tondora, Lawless, & Evans, 2005, p. 482) . Some of the common elements of recovery include renewing hope and commitment, redefining self, incorporating illness, being involved in meaningful activities, overcoming stigma, assuming control, becoming empowered and exercising citizenship, managing symptoms, and being supported by others (Davidson et al., 2005) . Collectively, these elements imply that recovery in mental illness goes beyond management of psychiatric symptoms and achieving of previous level of functioning. Recovery is a process that entails a person making successive approximations to a desired lifestyle across multiple domains, and the desired outcomes may change as the life is lived.
There is some overlap between the notion of recovery and the philosophy of positive behavior support (Carr et al., 2002) , especially the concepts of assuming control and managing symptoms. The person is encouraged to assume control of his or her life, in general, and interventions, in particular. Furthermore, the person is encouraged through the provision of skills and environmental supports to actively participate in managing and treating his or her symptoms or maladaptive behaviors. For example, individuals with mental illness may be expected to learn ways of coping with their psychiatric disorders or maladaptive behaviors that arise either from a personality disorder or from faulty learning. The role of the therapist is to support the individual in this process by helping him or her to understand the nature of the maladaptive behavior and the function it may serve, learn to replace it with a socially acceptable behavior, and develop coping strategies should the behavior recur in future. A number of strategies that assist therapists to understand the nature of problem behaviors have been developed. For example, therapists may interview staff members who know the individual well to determine the functions that the maladaptive behavior may serve in different contexts (O'Neill et al., 1997) . The strength of the interview is that it allows therapists to explore with direct care staff a number of hypotheses about the functions of the target behavior before undertaking more detailed assessments, if necessary. The drawback is that it takes time and requires a fairly skilled behavioral clinician to ask appropriate follow-through questions and to interpret the amorphous data that interviews produce.
Another method is the analog functional analysis that provides a structured, systematic, and objective method for determining the reasons why an individual may engage in a maladaptive behavior (Iwata, Dorsey, Slifer, Bauman, & Richman, 1994) . This method requires specialized knowledge in behavior analysis techniques and a considerable amount of time to produce valid and reliable data (Oswald, Ellis, Singh, & Singh, 1994 ). An important shortcoming of this method is that although it can be used successfully with individuals with developmental disabilities, particularly with those with severe and profound mental retardation, the analog procedure cannot be used with individuals with mental illness. The artificial analog conditions that provide the context for observing an individual's response do not easily lend themselves to replication in a population that is mentally ill and not mentally retarded. Furthermore, there are a number of ethical, procedural, and psychometric problems with this assessment method that have yet to be resolved (Martin, Gaffan, & Williams, 1999; Sturmey, 1995; Toogood & Timlin, 1996) .
Behavioral checklists provide an alternative to functional assessment interviews and analog assessments as screening tools that assist therapists in developing initial hypotheses of the motivation for engaging in maladaptive behaviors. These initial hypotheses can be used to develop interventions or as the basis for more focused assessments. A small number of checklists are available for this purpose. The Questions About Behavioral Function (QABF; Matson & Vollmer, 1995) is probably the best-known and most researched rating scale developed for this purpose. This scale was developed to provide a time-efficient method for assessing the behavioral function of maladaptive behavior in individuals with developmental disabilities.
Research studies show that the psychometric properties of the QABF are fairly robust. The initial study was conducted with a sample of 462 individuals with mental retardation (Matson et al., 1996) . An exploratory factor analysis showed that the QABF resolved into five clearly defined factors: social attention, escape, nonsocial reinforcement, physical discomfort, and tangible reinforcement and accounted for 75% of the variance. In addition, Matson and colleagues reported a very acceptable coefficient alpha (r = .86) and a Guttman split-half reliability coefficient (r = .91). The factor structure of the QABF was replicated in a later study by Paclawskyj, Matson, Rush, Smalls, and Vollmer (2000) . Paclawskyj et al. assessed the stability of the individual QABF items over time. The Spearman rank order correlations ranged from 0.65 to 1.0, with 76% of the item statistics exceeding the minimally acceptable value of 0.8. Total agreement between items ranged from 70% to 96% on separate administrations of the checklist. Cohen's kappa ranged from 0.64 to 1.0, with 83% exceeding a minimum value of 0.7. Stability over time for subscales and the QABF as a whole was found to be high in terms of Pearson product-moment correlation coefficients (range = .80-.99). In addition, Paclawskyj et al. reported generally high interrater reliability. Furthermore, the concurrent and predictive validity of the QABF has been found to be acceptable (Matson, Bamburg, Cherry, & Paclawskyj, 1999; Paclawskyj, Matson, Rush, Smalls, & Vollmer, 2001 ). The factor structure of the QABF has been confirmed in more recent studies, although other psychometric properties of the scale have been more variable in independent replications (e.g., Nicholson, Konstantinidi, & Furniss, 2006; Shogren & Rojahn, 2003) . Finally, Matson et al. (1999) reported data showing that treatments based on QABF-identified functions were more effective than were treatments not based on QABF-identified functions of the maladaptive behaviors.
The extant data suggest that the QABF provides a psychometrically robust and time-efficient tool that can be used to develop effective interventions for maladaptive behaviors of individuals with developmental disabilities. Given that no such checklist exists for assessing the functions of maladaptive behaviors exhibited by individuals with serious mental illness, the aim of our study was to adapt the QABF for this population and to provide psychometric data on the new instrument.
METHOD PARTICIPANTS
The participants were 135 direct care staff at three inpatient state psychiatric facilities for individuals with serious and persistent mental illness. The sample size was selected to yield a subject-to-item ratio greater than 5 to 1, which typically is viewed as necessary for deriving a stable factor solution (Arrindell & van der Ende, 1985; Kass & Tinsley, 1979) . The subject-to-item ratio in our study was just more than 5 to 1. The mean age of the staff was 45.6 (SD = 9.1) years (range = 21-63), 74% were female, 83% were married, and 78% were Caucasian, and the staff had worked at the facility from 3 to 28 years (M = 14.7). The staff members rated 135 individuals with serious and persistent mental illness and maladaptive behavior. The mean age of the individuals was 26.1 (SD = 8.7) years (range = 20-47), 36% were female, 52% were married, and 79% were Caucasian, and individuals had been residents at the facility from 1 to 10 years (M = 3.8). The individuals had three main diagnoses: the schizophrenia spectrum disorders, depressive disorders, and anxiety disorders.
INSTRUMENT
The items in the QABF (Matson & Vollmer, 1995) were assessed for their relevance and reworded to apply to people with serious mental illness. The items were scrutinized by a group of 15 behavior analysts with experience in working with this population. The revised scale, Questions About Behavioral Function in Mental Illness (QABF-MI; Matson & Singh, 2005 ) is a 25-item rating scale designed to identify the function(s) of maladaptive behavior exhibited by individuals with serious mental illness. Each item is rated on a 5-point, Likert-type scale as to how often the target behavior occurs in a particular context (0 = does not apply, 1 = never, 2 = rarely, 3 = sometimes, 4 = often).
PROCEDURE
A total of 135 individuals with high-frequency maladaptive behavior (i.e., at least once a month), including aggression and property destruction, were identified. For each individual, one staff member who knew the individual best was chosen to rate the individual's behavior on the QABF-MI. Staff rated only one maladaptive behavior of one individual for this study.
RESULTS
A factor analysis was undertaken to determine the factor structure of the QABF-MI. A principal components procedure was used for factor extraction, with unity (1.0) on the diagonal of the correlation matrix for deriving the initial estimates of communality. An orthogonal varimax rotation was used to obtain the orthogonal rotated factor structure. Determination of the number of factors to retain and the inclusion of items, if an item loaded on more than one factor, was accomplished by applying a combination of statistical and conceptual approaches (cf. Curtis & Singh, 1997) .
Factor analysis provided a conceptually meaningful five-factor solution with an eigenvalue greater than 1.0. Using .40 as a cutoff value for factor interpretation, 24 of the 25 items were interpreted in terms of their loading on a single factor. The 25th item (3 in the checklist) loaded on two factors, social attention and nonsocial reinforcement. Conceptually, it made clinical sense to include it in the nonsocial factor. The five factors accounted for 69.2% of the total variance in the correlation matrix. The five factors, which replicated the five factors of the original QABF (Matson et al., 1996; Paclawskyj et al., 2000) , were interpreted in terms of the hypothesized psychological constructs and the pattern of each item's factor loadings. They were labeled as follows: Factor 1, physical discomfort; Factor 2, social attention; Factor 3, tangible reinforcement; Factor 4, escape; and Factor 5, nonsocial reinforcement. Table 1 presents the items composing the factors and their factor loadings and item means and standard deviations.
Factor 1 (physical discomfort) accounted for 31.8% of the variance in the total factor solution. The five items comprising this factor had primarily pain, illness, or physical discomfort as the motivation for the target behavior (e.g., aggression, self-injury). Factor 2 (social attention) accounted for 13.9% of the variance in the total factor solution, and each of the five items focused on attention seeking as the motivation for engaging in the target behavior. Factor 3 (Tangible Reinforcement) accounted for 10.5% of the variance in the total factor solution. The five items comprising this factor were all related to seeking a tangible item (e.g., food, drinks) as a motivation for engaging in the target behavior. Factor 4 (escape) accounted for 7.3% of the variance in the total factor solution. The five items that define this factor all involve a desire to refrain from some activity as a motivation for the target behavior. Factor 5 (nonsocial reinforcement) accounted for 5.7% of the variance in the total factor solution. The five items comprising this factor relate to a tendency by individuals to engage in the target behavior in the absence of any social reward. These items also measure a tendency to use a target behavior to avoid boredom and/or seek stimulation. As noted above, Item 3, "Engages in the behavior because it makes him/her feel good emotionally or physically," had loadings greater than .40 on both this factor and Factor 2 (social attention). From a clinical perspective, this item reflects an internalized motivation and, thus, fits better with Factor 5 (nonsocial reinforcement) items than with Factor 2 (social attention) items.
Interrater agreement was analyzed using interclass correlation technique (McGraw & Wong, 1996) . A total of 28 participants were independently rated in the same week by two different raters. In addition, test-retest reliability was estimated by calculating a Pearson r between the two administrations of the QABF on a sample of 13 individuals, each of whom was assessed twice by the same evaluator. The period between the two assessments was 2 weeks. Furthermore, alpha coefficients were computed to assess the internal consistency of each of the factors (Cronbach, 1951) . As shown in Table 2 , the interrater agreement coefficients for the five factors (range = .96-.98) and the test-retest reliability coefficients (range = .86-.99) are high. The alpha coefficients are large (range = .84-.92) and indicate substantial internal consistency of each of the factors (DeVellis, 1991).
DISCUSSION
The QABF-MI provides a brief rating scale for identifying the function(s) of maladaptive behavior exhibited by individuals with serious mental illness. The factor structure of the QABF-MI essentially replicates those reported in the original QABF suggesting robustness of both scales. The five factors of the QABF-MI correlate Singh et al. / BEHAVIORAL FUNCTION IN MENTAL ILLNESS 747 with the behavioral functions that have been posited to explain the motivation for maladaptive behavior across various populations and contexts (Carr, 1994) . Thus, the QABF-MI may provide a psychometrically valid screening instrument for developing initial hypotheses of the functions of maladaptive behavior in individuals with serious mental illness.
Given the nature of the behaviors exhibited by individuals with serious mental illness, who typically have comorbid disorders, the use of the QABF will provide a therapeutic starting point in assessing and developing function-based treatments. It is likely that second-order assessments that will flow from the results of this screening tool will be essential in confirming or disconfirming the function(s) of the maladaptive behavior. For example, if the function appears to be social attention, it would be critical to ask what is the nature of the social attention, in what context(s) it is reinforcing and generally what function(s) it serves in maintaining the maladaptive behavior. The answers to these questions will help the therapist to assist the individual to develop functionally equivalent social behaviors to replace his or her maladaptive behavior. Thus, therapists will need to be careful in not relying exclusively on the QABF-MI in identifying functions of the maladaptive behavior particularly in individuals with comorbid personality disorders, such as borderline personality disorder or antisocial personality disorder. For example, some self-injurious behaviors exhibited by individuals with borderline personality disorder, such as the swallowing of objects, may not have simple behavioral functions and be inextricably enmeshed with their personality disorders. In such cases, functional assessment should be paired with personality and other assessments to gain a holistic picture of the individual before developing a treatment and wellness plan. In summary, there has been a need for a simple, reliable screening tool for identifying the function(s) of maladaptive behavior exhibited by individuals with serious mental illness. Other methods, such as analog functional analysis, traditionally used for a similar purpose in the field of developmental disabilities, do not translate well in the field of mental illness. Direct behavioral observations, another cornerstone of behavior analysis in developmental disabilities, have limited applicability in mental illness because the maladaptive behaviors are typically of low frequency (but often with high intensity) and cannot be reliably observed by a designated observer. Thus, the QABF-MI will fulfill this significant need in the field of mental illness.
